SUMMARY Ulcus rodens comeae (Mooren's ulcer) was studied in 30 patients with 38 corneal ulcers. Although the clinical picture resembled Mooren's description, the West African type of ulcus rodens is different in that it has a higher prevalence, a tendency towards perforation, is most frequent in the age group 20-40 years, and is often associated with ankylostomiasis. Conjunctival excision with thermocoagulation gave some relief at the site of the ulcers, but recurrences at other places occurred in at least 52% of cases. Six eyes with a progressive iris prolapse and a flat anterior chamber were reconstructed with lamellar scleral autografts in the absence of donor corneas.
Ulcus rodens comeae was first described by A. C. Mooren in 1867. The original description was reviewed by Hoss' in his biography of Mooren-a comeal ulcer with a peripheral groove and an undermined central edge, slowly progressive towards total comeal leucoma, some lid swelling and excessive pain and photophobia, vascular ingrowth from the conjunctiva, unilateral and bilateral, and resistant to therapy. Duke-Elder2 added to the description that the disease occurs in the elderly people and that there is no tendency to perforation. The prevalence of Mooren's ulcer seems to be low to judge by the number of cases published-about 100 in 100 years. In West Africa, however, over 100 cases have been described in the past 10 years. The geographical aspects of reports of Mooren's ulcer since 1965 (Duke-Elder and Kuriakose3) are summarised in (Fig. 1) . The cornea had a deep groove in the 2 lower quadrants, with an undermined oedematous central edge. The anterior chamber was shallow, and there was a 2 mm iris prolapse at the 6 o'clock position. The limbal conjunctiva was swollen. On 10 March 1980 the limbal conjunctiva was excised and a lower conjunctival flap was prepared to cover two-thirds of the cornea. In 6 days the conjunctival flap was retracted completely and revealed a larger iris prolapse. Two weeks later the anterior chamber was flat and the iris prolapse had increased. In the absence of donor cornea a free lamellar scleral autograft, half thickness, was obtained from the inferior temporal quadrant of the same eye. The iris prolapse was excised and the corneal defect closed with sclera. Although a continuous suture has the advantage over one knot, interrupted sutures (9 x 0 or 10x 0 monofilament nylon) were preferred because of the risk of a loose continuous suture if corneal destruction continued centrally. The anterior chamber was restored and remained so. However, the corneal ulcer was progressive to 3600 circumference despite repeated conjunctival excisions and coagulations. Nine months after the first visit the central corneal stroma was lost also. The remaining cornea was thin and vascularised; the intact scleral graft was clearing. The anterior chamber was still deep and the tension normal. A perforating keratoplasty could still be performed.
Lamellar scleral autografts were performed in 6 eyes of 5 patients, from which details are given in Fig.  2 . All but one were in the upper quadrant, which is cosmetically more satisfactory in the first months. In no case was the eye lost, and in 5 quite useful vision was left. The wound closure was done in such a way that the anterior chamber could be restored with fluid at the end of the operation. On the side of the donor sclera no complications such as perforation or staphyloma were encountered. Early Mooren's ulcer could be observed in 3 patients in whom the disease started during the treatment of the other eye. In the early stage the eye was rather quiet and showed only conjunctival swelling and redness at the limbus over 3 x 1 mm. In the cornea 2 or 3 greyish spots were seen in the stroma 1 mm from the limbus (diameter about 0 5 mm). After 4-7 days the stromal spots melted together and simultaneously there was loss of corneal tissue leading to formation of a groove. In one eye the groove did not progress under local steroid therapy. In the second case it did increase under local steroids, but was arrested after conjunctival excision and coagulation. The third case with early Mooren's ulcer was progressive to 360' despite repeated conjunctival excisions. 
